THE patient, a woman, aged 58, had suffered on and off for many years from a dorsal anal fissure. Two years ago she had noticed that the edges of the fissure were getting larger and harder. As she -was not a good subject for operation, I only removed the growth freely locally, and cleared out the inguinal glands on both sides. Radium after the operation. Microscopical section proved the growth to be epitheliomnatous, with secondary epithelial deposits in the inguinal lymphatic glands on both sides.
The PRESIDENT said he had himself operated for this condition in two cases, where an epithelioma was engrafted on a fissure, and he had also seen a fistula of long duration become carcinomatous. He believed it to be recognized by most proctologists that ha~morrhoids, fistula and fissure might become the exciting cause of malignant disease. Two Cases of Total Excision for Complete Procidentia of the Rectum. By W. ERNEST MILES, F.R.C.S. Case I.-C. R., aged 31, domestic servant, was admitted into hospital on March 2, 1914. She had suffered from prolapse of the rectum for seventeen years. When aged 14 she was operated upon at Guy's Hospital, and two years later was again operated upon at King's College Hospital. Both operations were unsuccessful. During a straining effort, and with every action of the bowels, the rectum becomes protruded to the extent of 5 in. When the protrusion has been reduced, a distinct narrowing of the lumen of the bowel is observed at the point corresponding to the apex of the procidentia when the bowel is protruded. The anus is relaxed, and there is marked atony of the sphincter muscles.
On March 5, 1914, the operation of total excision was carried out. With the exception of an attack of recurrent haemorrhage from a small artery in the recto-vaginal septum, which had escaped ligature, the patient made an uninterrupted recovery, and now has perfect control over the contents of the bowel.
Case II.-E. E., aged 58, was admitted into hospital on March 24, 1914, for prolapse of the rectum. She had suffered from protrusion of the rectum during early childhood; but had had no recurrence of this until nine years ago. Since then a large protrusion took place with each action of the bowels. Seven years ago she was operated upon at Guy's Hospital. On admission a large protrusion (see figure) occurred with each action of the bowels or during a straining effort. On March 26, 1914 , the operation of total excision was performed. Patient stood the operation well and made an uninterrupted recovery. She" now has excellent control over the contents of the bowel.
Showing the extent of the procidentia in Case II.
I have brought these two cases before your notice because they are both illustrative of the failure of less radical operations to effect a cure in complete procidentia of the rectum. In both the apex of the procidentia corresponded to the recto-sigmoidal junction, and therefore the whole of the rectum constituted the external layer of the procidentia. In both a peritoneal pouch containing coils of small intestine existed. At the operation the whole of the rectum, together with a corresponding length of the pelvic colon (about 9 in. in all), was removed, and the proximal end of the pelvic colon was sutured to the skin of the anus, the external sphincter and the levatores ani muscles having been left intact.
Those who have examined the patient (Case I), who is present to-day, will be satisfied that the control over the bowel is excellent, and that the new rectum formed by the pelvic colon is in every way satisfactory.
The operation is easily carried out, and, so far as my experience goes (eleven cases), is a safe procedure, since all have recovered. In cases of incomplete procidentia, that is to say, before the protrusion is sufficiently extensive to contain an anterior peritoneal pouch, I have had excellent results from Mr. Mumimery's operation, by which the posterior rectal wall can be firmly fixed to the anterior surface of the sacrum. I have not used this method in cases of complete procidentia because it seems to me that, although it is possible to fix the posterior wall of the rectum to the sacrum, the presence of the anterior peritoneal pouch would tend to produce protrusion anteriorly. I would like, however, to hear whether Mr. Mummery has used his method in the complete cases and with what result.
DISCUSSION.
Mr. LOCKHART MUMMERY said that Mr. Miles had raised the question as to whether his operation was suitable for cases of severe prolapse in which there was a peritoneal cul-de-sac. Mr. Mummery said that his operation as originally described was not intended for, and was not suitable for, this type of case. He had, however, twice performed the operation for cases of this condition. In such cases in women he had made an additional incision between the anus and vagina, and stripped up the peritoneum and plugged the area in front of the rectum so as to produce dense adhesions and obliterate the peritoneal cul-de-sac. He thought perhaps an even better method was to open the peritoneal cul-de-sac and obliterate it by packing. With these differences he had obtained good results in such cases by means of his operation. The most difficult cases of prolapse were those in which the anus remained seriously patulous after the prolapse had been cured. In his opinion this led to almost inevitable recurrence, and something must be done for the patulous anus either at the same time or subsequently to the original operation.
Mr. DREW said he had operated on four cases of procidentia of the rectum by excision and one by rectopexy by Ball's method. In the cases of excision he had cut round the bowel, being careful to preserve the sphincters, and having opened the peritoneum he drew down all the slack bowel and amputated it at the level of the anus. Before suturing the cut edge of the bowel to the anus he had sutured the divided peritoneum to the wall of the bowel; be did not use any drainage and two of his cases healed by first intention, but in the third an abscess formed behind the bowel which caused some anxiety for a few days; in one of the cases he had removed as much as 14 in. of the bowel. Mr. Drew's experience did not coincide with Mr. Mummery's, as iL the cases referred to he was surprised to see how well the sphincter recovered, and the anus had not remained patulous.
